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A recertification survey was completed on

5/15/19 at Life Care Center Of Oid Hickory

Village. No deficiencies were cited related to the
recertification survey under 42 CFR PART 483, |
Requirements for Long Term Care Facilities.
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' An emergency preparedness survey was
| completed 5/15/19 at Life Care Center Of Old
i Hickory Village. No deficiencies were cited under
| FED-E-1.00.
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